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Daniel B. Walsh, MD, Lebanon, NHFirst, I would like to thank the Society’s membership
for the honor of serving as President. To see one’s name
on the same list with Linton, Darling, Mannick, and
O’Donnell among others is unexpected and amazing. I am
very, very grateful. Of course, none of this would have been
possible without the enormous support I have received
throughout my career from my wife, Teri, and my col-
leagues at Dartmouth, Jack Cronenwett, Bob Zwolak, Rick
Powell, Mark Fillinger, Eva Rzucidlo, Brian Nolan, David
Stone, and Phil Goodney. There are many others, members
of this Society among them, who have also been very
supportive during my years in New England. Thank you all!
I am deeply in your debt.
Today I wish to speak briefly about the future of
vascular surgery in New England and the role I see for
this Society in shaping it. There will be little here that is
new but, I hope, by the end of this discourse, that many
in this room will feel challenged to act so that the New
England Society for Vascular Surgery (NESVS) contin-
ues to guide the care of patients with vascular disease and
remains a cornerstone of the system educating tomor-
row’s surgeons.
In the future, there will be no shortage of work for
vascular surgeons. As shown in Fig 1, in 2020 just 12
years from now, more than 16% of the US population,
nearly 54 million people, will be 65 years of age or
older.1 In 2030, just one generation from now, more
than one in five Americans, 70 million people, will be
older than 65. If rates of vascular intervention remain
stable, more than 705,000 procedures will be required
for the Medicare population in 2020 (Unpublished writ-
ten data from J. Nagle, CMS August 20, 2008). As of
May 2007, 2676 surgeons are certified in Vascular Sur-
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doi:10.1016/j.jvs.2008.09.052gery.2 If 2676 vascular surgeons perform 70% of the
predicted interventions in 2020, those practicing will be
doing 184 procedures per year on Medicare patients. If
the number of vascular surgeons remains constant until
2030, those practicing will be performing an average of
239 cases per year on Medicare patients. In 1992, the
mean case load by members of the Society for Vascular
Surgery was 144. Consider this.
Four hundred forty-four of those 2676 (17%) certified
vascular surgeons have recertified twice and, thus, are,
likely, within 10 years of retirement. Consider also that
there are presently 223 in positions training in vascular
surgery.3 My own guess is that the actual number of cases
per vascular surgeon will be significantly higher as life spans
extend, expectations for the quality of these longer lives will
be greater, and our technologic capabilities will continue to
improve. Any expectation that the present or predicted
number of vascular surgeons can successfully perform 250
to 300 procedures per year is unrealistic barring a complete
paradigm shift in how care for those with vascular disease is
provided.
I do not foresee nor do I advocate a paradigm shift in
how we provide care. The data from the Vascular Study
Group of Northern New England (VSGNNE) are reas-
suring that the results of our current treatments for
aortic, carotid, and peripheral atherosclerosis are effec-
tive and safe. Gradual, studied improvement in how we
provide care to patients with vascular disease is necessary
and ongoing but, likely, will only increase the impending
workload.
To deal with the future demands of our aging popula-
tion, either we need to cede the care of patients with
vascular disease to other specialists or we need to train more
vascular surgeons! For me, the answer is obvious. We need
to train more vascular surgeons.
All well and good, but how can this be accomplished?
The obstacles to increasing the number of vascular surgery
trainees are legion.
First, and, foremost, there is recruitment. Most recent
information demonstrates that American medical schools
graduate approximately equal numbers of men and women.
That will, likely, change, as shown in Fig 2, the percentage
of female applicants continues to grow.4 The number of
females obtaining training positions in surgery and its sub-
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increase in the female medical student population as a
whole and, so far, has reached only the 20% range. The
number of females who leave surgical training positions
also remains higher than their male counterparts. The
problem for the recruitment and training of surgeons sug-
gested by these data has been frequently discussed by
surgery’s leaders over the past decade but solutions remain
elusive. This problem is at least as great for vascular surgery.
Female chief surgical residents avoid fellowship training of
any type in slightly greater numbers than men (Fig 3).5
Vascular surgery training attracts the smallest percentage
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a consequence, though rising, as shown in Fig 4, the
percentage of females certified annually as vascular sur-
geons remains small.
As Tony Sidawy stated in his presidential address to the
Eastern Vascular Society several years ago, we need a com-
plete change in attitude toward female medical students if
we are to continue to attract the best and the brightest to
our discipline.6 We need to adapt the demands of our
training to the needs and demands of prospective trainees.
If we do not embrace the 80-hour week; if we do not
recognize the value of reduced training demands to our
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choices; if we do not demonstrate to our students the
excitement, the challenge, and the satisfaction we experi-
ence in the practice of vascular surgery, we will find our-
selves without them.
To do this we must adapt our training methods. We
must recognize that we are not training clones of ourselves.
Some have made the point that our vascular residents will,
likely, not be the open thoracoabdominal surgeons that our
general surgery trained vascular fellows will be. My answer
is this. I do not want my thoracoabdominal aneurysm fixed
open by anyone (with apologies to Drs. Safi, Cambria, and
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surgical critical care.others). We need to face the daunting fact that we need totrain the vascular surgeons of the future and not of the past.
This will force us to spend greater effort on curriculum
development, simulation, and directed teaching.
Another question is “Where do we find the facilities
with adequate faculty and clinical material for these addi-
tional training positions?” Again, the experience within the
Vascular Study Group of Northern New England provides
a clue. As shown in Fig 5, in 2007 as has happened in the
past 4 years, four member institutions of the VSGNNE
have averaged more than 250 carotid, aortic, and lower
extremity reconstructions per year (Personal communica-
tion from The Vascular Study Group of Northern New
oosing any fellowship training by gender.
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of the NESVS who have the clinical volumes, the intellec-
tual commitment and the necessary general surgery experi-
ence to win Residency Review Committee for Surgery
(RRC) approval for a vascular surgery training program,
particularly when one remembers these programs can be
free standing – with core surgical training incorporated but
no requirement for association with an approved general
surgery training program.
Some will point out that many of us have commitments
to train general surgery residents. Vascular surgery remains
an essential component of general surgery training. How-
ever, the American Board of Surgery now recognizes that
the experience, knowledge, and skills required of a general
surgeon in areas such as vascular surgery need not encom-
pass the full range and complexity of vascular procedures.7
Thus, training experiences critical to the development of
vascular surgeons are no longer required for the education
and certification of general surgeons. These changes pro-
vide the opportunity for those currently involved training
general surgeons to initiate or expand vascular training
programs.
The final obstacle is money. Where are the resources to
fund these new training positions? What about the Central
Medical Services (CMS) cap on funding for training posi-
tions?
Since 2004, on average, more than 7% or 1750 of the
more than 25,000 first and second year house officer posi-
tions offered through ACGME have annually gone un-
filled.8 It is logical to argue that repetitively unfilled posi-
tions be used for a new vascular surgery residency. Vascular
surgery has been and remains a profitable business for
hospitals. As the profit margin of cardiac catheterization
procedures diminishes, many hospitals are looking to ex-
pand vascular programs to increase revenue. Creation or
expansion of a vascular fellowship or residency raises the
prestige of an institution. The institution now becomes a
training site for new vascular disease specialists. Creation of
a training program increases the ability of an institution to
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Fig 5. Numbers of major vascular reconstructions by hospital
members of the Vascular Surgery Group of Northern New
England.care for a higher volume of more complex patients. Creat-ing or expanding vascular training programs is a step in
creating a tertiary vascular referral service that will directly
enhance hospital profitability.
The only way that some hospitals can increase their
number of residency positions is by finding alternative
funding or by eliminating other Accredidation Council for
Graduate Medical Education (ACGME) approved hospital
positions. As vascular training program directors work with
their hospital administrators and department chairs to iden-
tify sources of funding for new programs or conversion of
5/2 programs to 0/5, they might consider one or more of
the following strategies:
(1) To establish a traditional 5/2 vascular fellowship,
your hospital would need to provide two positions per year;
(2) To establish a 0/5 residency in vascular surgery,
your hospital would need to provide an additional five
positions per year (though accrual of these positions would
be one per year); and
(3) Conversion from a 5/2 fellowship to a 0/5 resi-
dency would require a hospital to eventually provide an
additional three positions per year. Since CMS pays posi-
tions beyond the traditional 5 year surgical training at 1/2
the usual level, the hospital will receive enough funding to
cover two years of the converted positions (Personal writ-
ten communication from Drs. R. Zwolak and C. Kent, July
2008).
Many general surgical programs have preliminary or
undesignated positions. Individuals that match into these
positions participate in general surgical residency for 2 years
and then move on to a surgical subspecialty, another spe-
cialty, or a categorical general surgical residency position.
The quality of candidates that accept these positions is
variable. If one of these positions is converted into the first
2 years of a 0/5 vascular residency program, presuming
your institution attracts strong vascular residency candi-
dates, the overall quality of junior surgery residents would
be enhanced. This should appeal to the department chair
and general surgery program director. If one of these
preliminary positions is used for the 0/5 vascular residency,
the request to the hospital is now for only an additional
three positions per year, not five.
If you are converting a 5/2 position to a 0/5 and also
have access to a preliminary general surgical position at
your institution, you now have funded four of the five
positions necessary for your new program. Additional re-
sources are necessary to fund only 1 year.
Many hospitals are now employing physician extenders
for surgical services since the 80-hour work week has di-
minished the amount of time that surgical residents can
provide patient care. Physician extenders are frequently
used to support busy vascular services. Transfer of the
resources paying physician extenders to funding for a 0/5
program is a much more cost-effective way for hospitals to
gain additional personnel for patient care.
A 0/5 vascular surgery residency could be created
through the conversion of an existing general surgery cat-
egorical 5-year position. This may be an appealing alterna-
tive for general surgical residencies with a large number of
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general surgical procedures that are traditionally performed
by fourth and fifth year general surgical residents (eg,
esophageal/pancreatic/endocrine/thoracic interventions).
That said, it will be an unusual circumstance when a general
surgical program converts one of its categorical positions to
a vascular residency.
To conclude, it seems clear from the ads in the Journal
of Vascular Surgery the present supply of vascular surgeons
does not meet current demand. Reasonable estimates of the
future demonstrate this shortage will become only more
acute. More vascular surgeons must be trained. Our pa-
tients, present and future, require it. Who better to do this
than the members and the institutions represented in the
New England Society for Vascular Surgery? Look in the
program booklet. Look around this room. Producing great
vascular surgeons who perform great vascular surgery has
been this Society’s tradition and continues to be one of its
core missions. Achieving this goal will require energy,
commitment, and creativity. Again, who is better suited for
this than the members and the institutions of the New
England Society for Vascular Surgery? It is time for themembers of this Society, again, to face the challenges of the
future and to increase the numbers of vascular surgery
trainees. We have the facilities; we have the faculty; we have
the patients. Arthur Ashe phrased it better than I ever
could. “Start where you are. Use what you have. Do what
you can.”9
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